Backgroun& Midtrimester genetic amniocentesis is a commonly performed procedure, with acknowledgment of some risk to mother and fetus.
enetic amniocentesis for a variety of indications has become routine practice in our country. Written informed consent is usually obtained prior to the procedure and typically includes an acknowledgment that there is some small degree of risk to the fetus. That there can also be lifethreatening risk to the woman is not a part of our usual consent process. We describe an unusual case of severe sepsis with long-term morbidity following genetic amniocentesis.
CASE REPORT
A 34-year-old woman, gravida six, para 2032, at approximately 20 weeks gestation arrived at a suburban hospital reporting fever, chills, and abdominal pain. The patient reported no fetal movement in the preceding 24 hours. She had undergone an amniocentesis in her obstetrician's office two days prior to admission because of a family history of Down syndrome. The amniocentesis had required two attempts under continuous ultrasound guidance. The amniotic fluid was noted to be clear at the time of the procedure. Over the two days subsequent to the amniocentesis, she developed malaise, fever, and chills. When examined at the hospital, the patient had a temperature of 39.7C and a heart rate of 147 bpm. Her lower abdomen was tender. There were two small marks beneath the umbilicus, overlying the uterine fundus, consistent with the site of entry of the amniocentesis needle. Ultrasound examination confirmed intrauterine demise of a fetus at 20 weeks of gestation. The patient soon became acutely anxious and short of breath, and her O z saturation (percent oxygen saturation) dropped into the low 80s on room air. Figures 1, 2 ).
The posthysterectomy course was marked by steady resolution of hypotension and improvement in cardiac status. Blood cultures taken on admission at the first hospital grew E. co/i, and blood cultures obtained on admission from the second hospital grew E. coli and Enterobacter. Cultures from the uterine cavity obtained at the initial uterine evacuation revealed Enterobacter cloacae, Gram-negative bacilli, Clostridium species, and two Bacteroides species. Broad spectrum antibiotics were continued through the patient's 17th day in the hospital. The skin was closed by tying the preplaced sutures on the patient's sixth day in the hospital.
A tracheostomy was placed 22 days postoperatively after an unsuccessful attempt to wean the patient from the ventilator. The patient was taken off ventilator support after 32 days but required supplemental oxygen. The wound healed without incident. Intensive care was discontinued after 34 days, and the patient was discharged to a rehabilitation facility after 37 days for physical and respiratory therapy. On follow-up visit six weeks after discharge, the patient appeared well. She had resumed her normal daily activities without dyspnea. There was no short-term or long-term memory loss, The mortality associated with ARDS is 50% and is higher in cases of severe sepsis and DIC. 6 Clostridial infection with bacteremia is associated with a mortality of 70%. 6 In our case, we proceeded to uterine evacuation after 10 hours of preparation with high-dose oxytocin and laminaria, following accepted principles of management of intrauterine sepsis. 7 In retrospect, this treatment was inad- 
